Nikki Stryker, LCSW
One Centurian Drive, Suite 104
Newark, Delaware 19713
Phone 302-893-4881



Name: ____________________________________________ Date: ________________

DOB: ____________________________  Race/Ethnicity: ________________________
Reason for Consultation: __________________________________________________
________________________________________________________________________
History of this problem (Please describe how you developed this problem and what you have tried to do about it): _______________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Psychosocial History:
Education (where and how far did you go?): ____________________________________________
Occupation (Please tell me the type of work you do and whether you enjoy your career): ____________________
________________________________________________________________________
Marital Status (if married, how many years and do you feel there problems you and your spouse need to work on): _____
_______________________________________________________________________
Partner/Spouse’s name: ____________________________________________________
Occupation ______________________________________________________________
Children (if any, list names, ages and concerns for them): ______________________________________
Religious/Cultural Traditions that may impact treatment: __________________________ ________________________________________________________________________

Family of Origin History:
Name		Age		Occupation		Description of relationship
________________________________________________________________________ ________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
What was it like growing up in your family? ___________________________________
________________________________________________________________________
________________________________________________________________________
Did any member of your family have emotional problems?  Is so, who?  ________________________________________________________________________
________________________________________________________________________
Previous Psychological Treatment:
Clinician’s Name		Treatment/Dates		Your response to treatment
________________________________________________________________________________________________________________________________________________
Previous Psychological Issues That Were Never Treated:
Suicide attempts	YES	NO		Deaths/Losses 	YES	NO
Anxiety, Panic or Compulsive Behavior	YES	NO
Depression	YES	NO			Impulsiveness		YES	NO
Addiction	YES	NO			Victim of Abuse	YES	NO
Impulsiveness (major life decisions, money, sex, shopping etc.)	YES	NO
Medical Issues:
Current Height: __________Weight: ________________ Allergies:  YES	 NO 
Health problems (including age at onset): _________________________________________________
______________________________________________________________________________________
Current medications: ______________________________________________________
________________________________________________________________________
Were you ever on any medications for anxiety, depression or psychosis?	YES	NO
Reproductive or Gynecological History (if applicable):
Current problem: _________________________________________________________
Date of initial onset: _______________________________________________________
Significant test results/diagnoses: ____________________________________________ _______________________________________________________________________
Past fertility treatment or gynecological issues:__________________________________
________________________________________________________________________
Current treatment plan (to address medical problems): ________________________________
________________________________________________________________________
Treating Physician: ____________________________	phone: __________________
Number of pregnancies ____ Number of live births _____ Number of miscarriages _____
Additional information: ____________________________________________________
Dates of recent losses: ____________________________________________________
Currently pregnant?	YES	NO	If so, are you having problems?	YES	NO
History of postpartum depression or anxiety?	YES	NO
Are you considering adoption? 	YES	NO

Lifestyle:
Amount of coffee, tea or soda you drink per day: ________________________________ 
Amount/Duration of Tobacco use: ____________________________________________
Amount of alcohol consumed per week: _______________________________________ 
Have you ever used illegal drugs (Which ones? When?): _____________________________ ________________________________________________________________________
How would you describe your diet? __________________________________________
Do you exercise regularly?  If so, what do you do? _______________________________
________________________________________________________________________
Do you use over-the-counter vitamins, supplements or herbal remedies?	YES	NO
Do you have close friends? 	YES	NO
Can you talk with them regarding your defining problems? 	YES	NO
How often do you talk/see them? ___________________________________________ _
Who can you depend on for support? _________________________________________
What are your current stressors? _____________________________________________
_______________________________________________________________________
What do you do to comfort yourself? _________________________________________
How well do you sleep? ___________________________________________________
What do you do for fun?  __________________________________________________
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